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by Sue Johnson, PhD, RN, NE-BC

An unusual partnership 
has developed at one 
Indiana hospital. The 
hospital has always 
provided reimbursement 
for successful certification. 
Now, it has gone one step 
further. 

The current economic 
climate has adversely 
affected nurses as well 
as other professionals. 
Many are currently the 
only breadwinner for 
their families and are 

struggling to make ends meet. In spite of this, 
they also want to enhance their own professional 
development through certification. They are 
able to attend certification review courses free 
of charge, but the cost of a certification exam 
continues to increase and the reimbursement 
only pays for about half of the total cost. They can 
charge the exam cost, but being out-of-pocket for 
up to $200 makes taking the exam prohibitive for 
many nurses.

The hospital Foundation Board is very focused 
on nursing professional development. When 
they heard that nurses who wanted certification 
couldn’t afford to take the test with the current 
reimbursement available, they went into action. 
They appropriated extra funding to enable these 
nurses to become certified at no additional cost to 
themselves.

Nurses who otherwise could not become 
certified, now have that opportunity. This 
partnership between hospital nurses and 
Foundation board members is working and the 
ultimate benefit is to the patients they serve. That’s 
a true success story! 

I’d like to hear your certification stories. Please 
contact me at Sue.Johnson@parkview.com to share 
your experiences.

CNE Approved Providers List Certification Corner

Sue Johnson

The Indiana State Nurses Association is 
accredited as an approver of continuing nursing 
education by the American Nurses Credentialing 
Center’s Commission on Accreditation. 

The ISNA Committee on Approval approves 
continuing nursing education providers to 
award nursing contact hours to the individual 
activities they develop and present. Any 
individual, institution, organization, or agency in 
Indiana responsible for the overall development, 
implementation, evaluation, and quality assurance 
of continuing nursing education is eligible to 
seek approval as a provider. Information must be 
submitted describing three different educational 
activities planned, presented, and approved by 
the Indiana State Nurses Association in the two 
years preceding the application and should be 
representative of the types of educational activities 
usually provided. Applications are reviewed by 
the Committee on Approval at their meetings in 
May and November. 

For information, contact the ISNA office, e-mail 
ce@IndianaNurses.org, or visit the ISNA web site 
www.IndianaNurses.org/education. The following 
are continuing nursing education providers 
approved by the ISNA Committee on Approval:

For complete contact information go to:  
www.indiananurses.org/providers.php

Bloomington Hosp & Healthcare System, 	
Bloomington, IN 

Clarian Health Partners, Inc., Indianapolis, IN 
Clarian North Medical Center, Carmel, IN 
Clarian West Medical Center, Avon, IN 
Community Health Network, Indianapolis, IN 
Deaconess Hospital, Evansville, IN 
Good Samaritan Hospital, Vincennes, IN 

Health Care Education & Training, Inc., Carmel, IN 
Health Care Excel, Inc., Terre Haute, IN 
Hendricks County Regional Health, Danville, IN
Indiana Wesleyan University School of Nursing, 	

Marion, IN
King’s Daughters’ Hospital & Health Services, 	

Madison, IN 
LaPorte Regional Health System, LaPorte, IN 
Lutheran Health Network, Fort Wayne, IN 
Major Hospital, Shelbyville, IN 
MCV & Associates Healthcare Inc., Indianapolis, IN
Memorial Hospital & Health Care Center, Jasper, IN
Memorial Hospital of South Bend, South Bend, IN 
Methodist Hospitals, Gary, IN 
Parkview Health System, Fort Wayne, IN 
Porter Education and Rehabilitation Center, 	

Valparaiso IN 
Purdue University Continuing Nursing Education, 	

West Lafayette, IN 
R.L. Roudebush VA Medical Center, Indianapolis, IN 
Reid Hospital & Health Care Services, Richmond, IN 
Schneck Medical Center, Seymour, IN 
Scott Memorial Hospital, Scottsburg, IN 
St. Francis Hospital & Health Centers, Beech 	

Grove, IN 
St. Joseph Regional Medical Center, South Bend, IN
St. Margaret Mercy, Hammond, IN
St. Mary’s Medical Center, Evansville, IN 
St. Vincent Hospital & Health Care Center, 	

Indianapolis, IN
The Community Hospital, Munster, IN 
Valparaiso University College of Nursing, 	

Valparaiso, IN 
Wishard Health Services, Indianapolis, IN 

Visit us on the web anytime...

www.indiananurses.org
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Indiana Nurses Calendar
Date/Time	  Event/Location	  Contact Information	
		
August 9, 2010	 ISNA CNE Information Conference Call All welcome. For more information and 	 Indiana State Nurses Association, Phone: 317/299-4575
	 to obtain the conference call number, call ISNA	 www.IndianaNurses.org  Email: ce@indiananurses.org

August 12-22, 2010	 International Nursing Study Tour of Italy	 Wilson Shepard Education Associates Phone 585/473-7804
	 Contact Judy D’Angelo, RN, MS, ANP email: jdangelo@frontiernet.net	 http://www.wshep.com/destiny_seminar.html

August 13, 2010	 ISNA Board Meeting	 Indiana State Nurses Association, Phone: 317/299-4575
	 9:30 A.M., ISNA office, 2915 N High School Road, Indianapolis, IN 46224	 www.IndianaNurses.org  Email: ce@indiananurses.org

August 13, 2010	 Indiana Organization of Nursing Executives	 IONE, Phone 317/423-7731 http://www.indianaone.org/id3/html
10:00 A.M.	 Board Meeting/Hendricks Regional Health, 1100 Southfield Dr., 2nd Floor,	 Email: mbisesi@johnsonmemorial.org
	 Plainfield, IN (317)839-7200	

Sept 12-15, 2010	 7th Biennial International Colloquium The Next Generation of Evidence-Practice	 Joanna Briggs Institute
	 Sheraton Chicago Hotels & Towers, 301 East North Water St, Chicago, IL 60611	 http://joannabriggs.edu.au/events/2010Chicago/contact.php

Sept 24, 2010	 Annual ISNA Meeting of the Members	 Indiana State Nurses Association, Phone: 317/299-4575
	 More info to come	 www.IndianaNurses.org  Email: ce@indiananurses.org

October 19, 2010	 A Multidisciplinary Approach to Obesity – St. Vincent Hospital	 bariatrics.stvincent.org or call 1-866-338-CARE (2273)
8:00-4:30	 Ritz  Charles, 12156 N. Meridian Street, Carmel, Indiana

October 19, 2010	 Indiana Organization of Nursing Executives	 IONE, Phone 317/423-7731 http://www.indianaone.org/id3/html
	 1:00 P.M., Board Meeting/Brown County Inn, Brown County, IN	 Email: mbisesi@johnsonmemorial.org

November 3-4, 2010	 Indiana Association of School Nurses	 IASN, Phone 765/362-7493
	 Annual Conference at Indianapolis Marriott East
	 “Under Construction: A Blueprint for Building Effective School Nursing Practice”	 Email: bcsnyder3842@sbcglobal.net

November 5, 2010	 Indiana State Nurses Association Committee on Approval Meeting	 Indiana State Nurses Association, Phone: 317/299-4575
9:00 A.M.	 Semi Annual meeting	 www.IndianaNurses.org  Email: ce@indiananurses.org

November 12, 2010	 Indiana Organization of Nursing Executives	 IONE, Phone 317/423-7731 http://www.indianaone.org/id3/html
	 10:00 A.M., Board Meeting/Hendricks Regional Health, 1100 Southfield Dr.,	 Email: mbisesi@johnsonmemorial.org
	 2nd Floor, Plainfield, IN 317/839-7200

Open Enrollment	 “Being a Preceptor in a Healthcare Facility”—Open Enrollment. 	 Indiana University School of Nursing, Phone: 317/274-7779
	 This course will acquaint you with the role of preceptor for new nurses,	 http://nursing.iupui.edu/continuing/  Email: censg@iupui.edu
	 nurse graduates and nursing students. Self-paced format.	

Open Enrollment	 “Being a Preceptor in a School of Nursing”—Open Enrollment. This course	 Indiana University School of Nursing, Phone: 317/274-7779
	 will acquaint you with the role of preceptor, working with the faculty	 http://nursing.iupui.edu/continuing/ Email: censg@iupui.edu
	 /instructor and students from a school of nursing. Self-paced format.	
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Esther Acree
We had quite a surprise in the change from Vice 

President Joe Biden to President Barack Obama 
being our special speaker at the HOD. A very nice 
surprise for us even though some had seen him 
before in person. He was so dynamic and forceful 
about his concern for health care in this country. 
He was and still is emphatic that nursing is the 
heart and soul of the healthcare system. We will 
all be working together to make healthcare reform 
equitable and workable for all people in this age 
of skyrocketing costs. A continuing emphasis of 
ANA and all its members is the quality and safety 
issues for patient care. A copy of his speech with 
pictures and video, etc. is available at: http://
www.whitehouse.gov/the-press-office/remarks-
president-american-nurses-association

Another momentous event was the former 
ANA President’s presentations on how the Health 
Reform movement has come through ANA and 
nursing. In the sixties, Jo Eleanor Elliot was 
supportive of Medicare to the present as Rebecca 
Patton has been instrumental in giving ANA a 
speaking voice for nursing at the policy table. 
Lucille Joel, Virginia Trotter Betts, Eunice Cole, 
and Barbara Nichols were able to share all the in-
between experiences with the policy process and 
levels of engagement that ANA had with health 
care reform through the years. It was historic for 
the HOD to hear it from these esteemed leaders.

Advanced Practice Registered Nurses Signing 
Certifying for Home Care Plans resolution was 
adopted. It:

•	 reaffirmed the 1984 ANA HOD action that 
“recommended that the registered nurse 
be authorized to determine and certify the 
plan of care for home health”; and ANA will 
continue to support federal legislation that 
would permit advanced practice registered 
nurses (including nurse practitioners, 
certified nurse midwives and clinical nurse 
specialists) to sign orders for home care 
services and supplies for Medicare patients, 
as well as make changes to home healthcare 
plans, thereby reducing barriers that limit 
access to home care services.”

The Bylaw changes went more swiftly than 
expected. The associate member category did 
not pass the HOD. The discussion of the pilot 
membership superseded this and it was felt this 
category was not necessary at this time.

The most exciting part was the elections. 
ANA’s strong voice will continue with our new 
ANA President Karen Daley. Karen, as you may 
remember, was a staff nurse who had a needlestick 
and presented her problems at a House several 
sessions ago. Her story inspired that HOD and 
ANA become involved in patient and nursing 
safety. Karen’s ability to overcome and endure was 
an inspiration for ANA’s work. We are very proud 
of her and her vision for our future organization. It 
was easily seen that the many and varied as well 
as additional specialty organizations were joining 
into the issues and work. With their representation 
on the Congress on Nursing Practice and 
Economics, ANA has been very responsive to 
changes as well as creating new editions of the 
Standards of Nursing Practice and Nursing’s 
Social Policy Statement. 

Dorene Albright
I will be reporting on the following action 

reports: Hostility, Abuse and Bullying in the 
Workplace and Mentoring Programs for Novice 
Nurses. Both of these action reports were adopted. 

The action report on Hostility, Abuse and 
Bullying in the workplace was submitted by the 
Federal Nurses Association. The resolution seeks 
to reaffirm and support the existing principles 
from the 2006 resolution related to workplace 
abuse and harassment of nurses and the promotion 
of healthy work and professional environments for 
all nurses; It suggests that ANA work proactively 
to reduce the growing problem of workplace 
abuse, harassment, and bullying of nurses and 
the serious consequences, including severe 
reprisal and retaliation; and explore collaborative 
solutions with other disciplines and organizations 
to leverage resources for research and education. 
All who spoke were in support of the resolution. 
Several delegates shared successful efforts in their 
states to make abuse against nurses a felony. 

The House of Nursing 2010: ANA Delegates’ Reports
The action report on Mentoring Programs 

for Novice Nurses was submitted by the 
Massachusetts Association of Registered Nurses. 
The resolution reaffirms ANA’s support of 
initiatives to facilitate the successful integration of 
novice nurses into the work environment; and that 
the ANA should partner with CMAs, IMD, and 
other nursing organizations to develop mentoring 
program demonstration projects; and disseminate 
the findings of these projects. All who spoke were 
in support of the resolution and several examples 
of pilot projects were discussed.

Thank you to the members for giving me the 
opportunity to serve as a Delegate.

Janet Blossom 
The 2010 Biennial meeting of the ANA House 

of Delegates in Washington, D.C. was definitely a 
historical event. The elected delegates, attendees, 
and representatives from many organizations 
including the National Student Nurse Association, 
guests, campaign helpers for delegates running for 
office, and media representatives gathered to see 
and hear the elected delegates participating in the 
scheduled work of the House of Delegates. Being 
an ANA Delegate is a 2-year elected volunteer job 
that requires an awareness and participation in the 
state level programs and concerns, ANA national 
level programs and concerns with more intensive 
work beginning 6 months prior to the actual 
House of Delegates meeting. Making arrangements 
for room accommodations, flight and/or other 
transportation to Washington, arranging time 
away from work and family, and participating in 
discussions and submitting comments on line or 
consideration and then face to face of the issues of 
the members of the organization. 

Having been an elected Indiana delegate 
previously, the comparison of the tone of the HOD 
was more of a working together and building 
environment. Delegate to delegate and state to state 
there are (just as in Indiana) major differences 
of opinion about many issues that affect Nurses 
and Nursing. Delegates this year seemed focused 
on working with current issues and providing 
appropriate content discussions for decision 
making by more informed delegates.

Though all Indiana delegates must be totally 
informed about every piece that will be addressed 
in the HOD – the tradition has been to divide the 
items among delegates and report out on those 
assigned items. The action report of my assignment 
was #4 Safety and Effectiveness of Reprocessed 
Single Use Devices in Healthcare. The Reference 
Committee process reduced the resolves from the 
original 4 to 2 general resolves that addressed 
support of ongoing research regarding ethical 
and safety issues of reuse of SUDS (Abbreviation 
for “single use devices”) and the dissemination of 
research regarding the impact of using reprocessed 
devices on patients and the environment. The 
major impetus for reprocessing is related to the 
concern for the environment and the huge amount 
of medical waste being disposed. Also many SUDS 
are made to meet regulations for first use and some 
of those can easily be reprocessed and reused. 
This reprocessing is limited to a few categories of 
items and is regulated by the FDA. Many delegates 
felt that the 2 resolves eliminated by the Reference 
Committee needed to be included and the HOD 
voted to support that amendment. The amended 
action report was passed by the HOD with 94.1 % 
in agreement. The 4 resolves address appropriately 
the ANA overall strategic imperative of Healthcare 
and Public Policy and were: 1. Improved end-
of-use management, 2. Ongoing research for 
better understanding of the ethical issues, 3. Best 
practice methods for patients and healthcare 
workers and, 4. Dissemination of research on 
practice of reprocess on the environment. 

The first proposed ANA Bylaw amendment I 
was assigned to report was #1. Article VII, Section 
4 with the intent to accomplish staggering and 
extension of the terms to 2 consecutive terms of 
the members of the Congress on Nursing Practice 
and Economics by appointment and election. This 
amendment had a limited amount of discussion 
and was perceived as a positive move to preserve 
continuity of the work this Nursing Practice 
congress accomplishes and passed by 97.1% of 
delegates voting in favor. 

My next assignment was a proposed Bylaw 
amendment #5 Article V Sect. 6A with the intent 

to extend ANA officers terms in office to 4 years 
and provide staggering with that change to begin 
2012 with Treasurer and 2nd Vice President and 
2014 with President and 1st Vice President. The 
arguments for the proposal included to provide 
longer continuity at the national level and less 
transition and stress on the organization. The 
downside of the consideration likely would result 
in the talent pool available even more limited 
because few nurses can afford to be away from 
work and family for that length of time. Being 
elected as ANA President is more than a full 
time stressful job with extensive national and 
international traveling and is compensated. 
Imagine trying to plan to be away from your job 
for 4 years or more. This amendment was defeated 
with 76.1% of Delegates voting against this change 
in the Bylaws. 

Mary Cisco
It was a pleasure to attend the ANA House of 

Delegates (HOD) with the delegates from Indiana. 
I was given this opportunity as a Delegate in 
Training for Indiana. I was allowed on the floor 
with the other delegates and was given a “voice” 
but not a vote. I was able to “buddy” with some of 
our seasoned veterans who have attended many 
HODs over the years. Our delegation spanned 
many decades in age and included the experience 
of nurses that have graduated just a little over 2 
years ago up to those who graduated more than 
30 years ago. The Indiana delegation was amazing 
and did a great job of representing the nurses of 
Indiana. They taught me a great deal on procedures 
and the organization itself. I was honored to be 
part of the Indiana delegation this year! 

In addition to attending the business sessions of 
the HOD, Finance Forum and Resolution hearings, 
I was able to attend ANA Lobby Day 2010. This 
was such a learning experience and I am so 
thankful I was able to take part in this incredible 
day and have the opportunity to speak with the 
leaders of our country. The day started with a 
welcome from ANA President Patton and CEO Dr. 
Weston. The Lobby Day participants, 300 in total, 
were briefed on important issues before being let 
loose. We all were given talking points on key 
issues in the House, Senate and some issues that 
were still in committees. The ANA provided 
buses to the Hill and off we went. The ANA staff 
had set up appointments with individuals from 
our delegation. I was able to spend an entire day 
meeting with the staff and offices of Senator 
Lugar, Senator Bayh and Congressman Burton. 
It was a jammed packed day that was exciting 
and exhausting as I crisscrossed from the Senate 
building to the House building and back. If you 
weren’t able to attend, I hope you followed Lobby 
Day participants on Twitter. The ANA had 6 
official “tweeters” and I was one of them. I posted 
pictures and key information that I obtained after 
speaking with my representatives offices. I learned 
so much Lobby Day and I can’t wait to head to the 
Indiana State Capitol and start lobbying for key 
issues facing nurses and our profession! Thanks to 
the ANA staff for doing such an incredible job and 
all their hard work in making Lobby Day 2010 a 
success! 

My first ANA HOD was busy, I spent time 
listening, learning, campaigning, tweeting and 
lobbying. It was heartwarming to see all of the 
enthusiasm within our team and members from 
other states as we hammered out our issues 
(bylaws, resolutions) and built consensus as an 
organization. I encourage everyone to attend 
a HOD! I learned so much and formed many 
relationships. It is truly an opportunity you won’t 
want to miss! So, you have a little less than two 
years to prepare your travel, ask off from work 
and get current on the issues in order to make 
informed decisions when voting. Thanks again 
for this opportunity! See you at the next House of 
Delegates in 2012! 

Joyce Darnell
This House of Delegates meeting was different 

from the start. There was an air of excitement. 
Many new faces with friends from the past were 
evident. No matter what the political outlook of 
the individual, seeing the President of the United 
States is always a thrill. I remember my great aunt 

The  House of Nursing 2010 continued on page 7
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being excited at age 98 for getting to meet the 
President several years ago. I may not have gone 
up to shake his hand, but it was exciting to listen 
to Mary Cisco talking about shaking President 
Obama’s hand. The President is very dynamic. 
The delegates consisted of 13 % being either first 
or second timers to the House. There was not the 
“nit-picking” about wordage this time either and 
even if there was a difference of opinion it was 
done with an atmosphere of camaraderie.

My assignment was regarding health literacy. 
This is important and is even a health standard for 
education in our schools. We will not be a healthy 
nation if we are health illiterate. The reference 
report passed. 

Our future should be in good hands as there 
were many younger and newer graduates evident 
in the audience and willing to speak up. May we 
continue to have nurses willing to step up and 
serve to secure the future of nursing!

I also thought the panel of past presidents 
was great. The time frame went from the early 
1960s to the present. It was interesting to hear 
how each term built on what had occurred in the 
past. I think this is evident in Indiana also. None 
of us serve or do it on our own but build on what 
has occurred before us and set the stage for the 
next generation. At the time it may seem very 
insignificant but is a vital part of the continuum.

Michael Fights
I want to thank you for allowing me to attend 

and represent nurses and the nursing profession in 
all of its forms for the state of Indiana at the recent 
House of Delegates (HOD) in Washington DC. I am 
happy to report some of my observations as a first 
time delegate. Being Treasurer of ISNA allows me 
the privilege of being an automatic representative 
to the HOD. It was an honor to serve with the other 
delegates that ISNA membership voted to send to 
Washington to represent Indiana nursing concerns 
at the ANA convention. It was a little intimidating 
since all the other delegates were either current or 
past Presidents of ISNA. They are all wonderful 
representatives of the profession of nursing; doing 
the work that is important to the continuing 
conversation of who nurses are, the direction and 
definition of our practice, and communicating to 
our healthcare constituency the value of our work 
and service.

My intention is not to bore you with the details 
of the resolutions adopted or the changes in 
bylaws amendments, but rather give you some 
observations of the incredible work I witnessed 
as a first time participant at the HOD. One of the 
events of the HOD was a presentation by several 
of the past ANA presidents giving perspective on 
some of the major issues they and their voluntary 
board of directors were involved with during 
their tenure in office. What was powerfully 
communicated to me was the issues that they 
started on and were involved with; were the 
foundation of some of the issues we give no 
concern to today because they addressed and 
completed the work; or has been the springboard 
for other work that is still being refined. The arc 
of some of that work has taken 15 to 25 years to 
complete or to come to consensus on. And what is 
truly amazing is that the motivation for doing this 
work is because they/we are professionals. They 
did not do it for money, or notoriety, or to feed 
some narcissistic flame; they did it because as 
professionals they were about contributing to the 
framework of what nursing is and does.

How is it nurses are the most trusted 
professionals on the planet? It is because 
professional nurses did the work of defining and 
shaping through documents like these “Code 
of Ethics for Nursing”, “Social Policy Statement 
for Nursing”, and several others who and what 
we are about. Professional nurses were the 
ones who organized themselves to do the work 
that communicated to state legislators what 
professional nurses do which in turn informed 
the language of state practice acts. And the work 
continues. It was amazing to see over 600 delegates 
and affiliate members assembled to do the work 
that continues to define and refine professional 
nursing practice. ANA’s primary activities are not 
political. But if federal or state legislatures form 
legislation that can affect healthcare delivery 
and ultimately nursing practice, be assured 
that professional nurses are doing the work that 
informs about not only our core principles but 

also the evidence that says, “…this is best nursing 
practice.” 

You may be asking why should or how can 
I participate? The why is simple. Professional 
nurses participate. If you are a member of ISNA 
you are participating in the broadest way possible 
as far as professional organizations go. Most ISNA 
members are also members of the ANA which 
represents the interests of 1 million RNs. If you are 
a member of ISNA you represent over 65,000 RNs 
in the state of Indiana. If your interest and ability 
allows you only to participate in this way only, 
you are doing a great service to the profession. It 
gives the association the ability to support those 
who are able to participate in other more specific 
ways. This could include committee work, special 
projects, or even board work. 

As I found out recently, our voices are 
important. Not only to each other as professionals 
but also to the communities that we serve and care 
for. Our participation in this process is necessary 
and an important part of being a “professional 
nurse”.

Ella Harmeyer
Resolution Report #9 entitled Healthcare for 

Undocumented Immigrants was submitted by 
the New Your State Nurses Association. The 
resolution reads – be it resolved that the ANA will: 
Reaffirm its position that all individuals living 
in the United States, including documented and 
undocumented immigrants, should have access to 
healthcare services; and Educate nurses regarding 
the wide ranging social, economic, and political 
ramifications of undocumented immigrants’ lack 
of access to healthcare services.

This resolution was brought forward with 
reference to two platform statements that have 
long been ANA/ISNA positions. First, that 
delaying preventive care results in conditions 

House of Delegates

Photo courtesy of the American Nurses Association, 
photograph by Day Walters Photography 

The House of Nursing 2010 continued from page 6

ANA PAST PRESIDENTS 
(Rear: l–r): 

Eunice R. Cole, BSN, RN, 
1982–1986; 

Lucille A. Joel, EdD, 
RN, FAAN, 1988–1992; 
Virginia Trotter Betts, 
JD, MSN, RN, FAAN, 

1992–1996; and 
Mary E. Foley, PhD, MS, 

RN, 2000–2002.

(Front; l–r): 
Barbara I. Nichols, DHL, 

MS, RN, FAAN, 1978-
1982; 

Jo Eleanor Elliott, BSN, 
RN, FAAN, 1964–1968; 

and Barbara A. Blakeney, 
MS, RN, 2002-2006.

Photo courtesy of 
the American Nurses 

Association, photograph by 
Day Walters Photography 

Indiana Represented at the ANA House of Delegates
Back row (l–r): Delegates: Michael Fights, Esther Acree, and Dorene Albright; President Barbara Kelly; 

and Louise Hart, member the ANA Reference Committee

Front row (l–r): Delegates: Ella Harmeyer, Janet Blossom, and Joyce Darnell; Jackie Rowles, 
Immediate Past President ANA Organizational Member, American Association of Nurse Anesthetists; 

and Mary Cisco, Delegate in Training. Not Pictured: Ernest Klein, ISNA Executive Director.

being treated later at a more complicated point 
of the disease process resulting in greater initial 
healthcare costs, as well as outcomes with residual 
effects which reduce quality of life and continue 
to increase costs of health care over time. Second, 
that healthcare is a basic human right.

There was limited discussion regarding just the 
right wording and the resolution was amended 
by the delegates taking out the terms “equitable” 
related to access, and “essential” before healthcare 
services, which was the original language. The 
delegation did not want action to be delayed while 
the definitions of those two terms were debated! 
A second amendment introduced removing the 
words “documented and undocumented” in favor 
of the word “all”. This amendment was defeated 
leaving the language as presented above. The vote 
on the final resolution language was approximately 
4 to 1 in favor.
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Substance Abuse Among Nurses

Grace Godfrey, Temeki Harmon, Aubrey Roberts, 
Holly Spurgeon, Angela M. McNelis, PhD, RN, 

Sara Horton-Deutsch, PhD, RN, and 
Pamela O’Haver Day, CNS, RN

Indiana University Purdue University 
Indianapolis IU School of Nursing

2010

Abstract
The American Nurses Association estimates 

that 6%-8% of the registered nurse population 
has a drug or alcohol-related problem, similar to 
the 7-10% of the general population (Smith, 2001). 
Research literature shows that more than 40%of 
healthcare facilities do not retain impaired nurses 
once they are discovered to have a substance use 
disorder. Few hospitals consider relapse to be a 
part of the recovery process (Peery & Rimler, 1995). 
The purpose of this study was to examine the 
attitudes of nursing administrators, unit managers, 
and worksite monitors towards nurses with 
substance use disorders and to address specifically 
the culture of care and processes for reporting and 
reintegration. The goal was to explore the extent 
to which stigma surrounds nurses with substance 
use disorders. Recognizing signs of relapse is 
critical and necessary in order to facilitate early 
intervention. In order for nurses to safely return to 
work, peers, managers, and worksite monitors need 
to recognize behaviors associated with substance 
use disorders and to conceptualize substance 
use disorders addiction as a treatable illness (van 
Wormer & Davis, 2008). 

Given the nation’s nursing shortage, healthcare 
systems have a vested interest in retaining their 
best nurses by offering impaired nurses the option 
of treatment programs that facilitate recovery from 
their illness so nurses can retain their nursing 
license, while at the same time providing a safe 
environment for patients. The Indiana State Nurses 
Assistance Program (ISNAP) offers a recovery 
program. Admission to the program can be via 
self-referral, employer referral, or legal mandate. 
With this context in mind, the authors interviewed 
key stakeholders in healthcare institutions (two 
unit managers, two directors of nursing, and two 
worksite monitors of impaired nurses) to elicit their 
perceptions of diagnosis, treatment, and recovery. 
Preliminary analyses showed nursing personnel 
accepted substance use disorders as a legitimate 
condition requiring ongoing management. This 
perception would help to alleviate the stigma 
towards healthcare professionals in recovery. 
The key stakeholders interviewed shared a desire 
to modify their institutional policies to reflect 
a supportive work environment that includes a 
close relationship with ISNAP in order to facilitate 
recovery and retain nurses. Findings in this small 
sample suggest that hospital administration and 
nursing staff members must have ongoing and 
updated education on substance use disorders 
inclusive of treatment and recovery. Education 
was perceived as essential for the recognition of 
impaired nurses in the workplace, where patient 
safety is the top priority.

Five High-Risk Practice Areas for 
Nurses Enrolled In Indiana State Nurses 

Assistance Program (ISNAP)

Anna Beaman, Courtney Foughty, 
Stephen Schmalz, Angela M. McNelis, PhD, RN, 

Sara Horton-Deutsch, PhD, RN and 
Pamela O’Haver Day, CNS, RN

Indiana University Purdue University 
Indianapolis IU School of Nursing

2010

ISNAP Abstracts

Abstract
The purpose of this study was to examine the 

characteristics of nurses enrolled in the Indiana 
State Nurses Assistance Program (ISNAP) and to 
identify the top five areas where they practice. The 
sample consisted of 552 subjects who are currently 
in or have completed the ISNAP program. Known 
practice areas (n = 336) with the highest numbers 
of nurses in ISNAP were geriatrics (n = 142, 42.3%), 
medical-surgical (n = 71, 21.1%), emergency (n = 
50, 14.9%), home care (n = 37, 11%), and critical 
care (n=36, 11%). An investigation into these risk 
areas showed that opiates and alcohol were the 
most frequently abused drugs in each of these 
practice areas. Across all practice areas the nurses 
were predominantly female, had a mean age of 40 
years old, did not divert drugs, worked full-time in 
a hospital as Registered Nurses (RNs), and worked 
in an urban area. There were similar frequencies 
of employer and self-referrals to the treatment 
program. Differences were predominantly seen 
in geriatrics, where relatively more nurses were 
Licensed Practical Nurses (LPNs), worked in a 
nursing home, with equal representation in urban 
and rural practice sites. Findings suggest that 
there is a need for further monitoring in a system 
where nurses are practicing more autonomously 
and caring for vulnerable patients. Findings also 
indicate more education related to addictions 
and treatment is needed at the individual and 
institutional level.

Identifying High And Low Risk 
Practice Areas And Drugs Of Choice Of 

Chemically Dependent Nurses

Jessica Furstenberg, Kawa Cheong, Ashley Brill, 
Angela M. McNelis, PhD, RN,

Sara Horton-Deutsch, PhD, RN, and 
Pamela O’Haver Day, CNS, RN

Indiana University Purdue University 
Indianapolis IU School of Nursing

2010

Abstract
The American Nurses Association estimates 

that approximately 6-8% of nurses suffer from 
a chemical dependency to the degree that skill 
judgment is impaired (Trinkoff, Zhou, Storr, & 
Soeken, 2000). In order to counsel nurses at risk 
for substance use, abuse, or relapse, we need to 
identify high and low risk practice areas and 
drugs of choice. We know on the national level 
that nurses who practice in oncology, psychiatry, 
and emergency medicine are at high risk for 
chemical dependency (Trinkoff & Storr, 1998); 
however, no study to date has looked at these 
specific relationships for the state of Indiana. The 
purpose of this study was to determine if state 
trends were similar to national trends. Findings 
will be used to develop educational materials for 
career counseling. Working in collaboration with 
the Indiana State Board of Nursing (ISBN), the 
research team analyzed an existing data set of the 
Indiana State Nurses Assistance Program (ISNAP). 
There are approximately 110, 000 nurses in the 
state of Indiana and fewer than 1% are enrolled 
in the ISNAP program. The dataset contained de-
identified information related to demographic 
characteristics, practice characteristics, 
substance(s), treatment, and outcomes. The 
dataset included 1,343 nurses consisting of 526 
active participants and 658 past participants. The 
majority of the sample was female (88.7%) and 
classified as a registered nurse (69.4%). This was 
consistent with findings of the Bureau of Labor 
Statistics, which reported the number of registered 
male nurses was 5.6% at the end of 2005 and 8.3% 
at the end of 2008 for the state of Indiana. Primary 
drugs of choice were opiates followed by alcohol.

Board Summary
June 11, 2010

Present: Barbara Kelly, President/ANA Delegate; 
Paula McAfee, Vice President; Diana K. Sullivan, 
(morning); Secretary; Michael Fights (by phone), 
Treasurer/ANA Delegate; Directors Mary Cisco, 
Angela Heckman, Vicki Johnson, Judy Morgan and 
Cynthia Stone; Ernest Klein, Executive Director

Others: Wendy Zeiher, Heather Savage-Maierle, 
President, IANS, Esther Acree, ANA Delegate, 
Past President ISNA, Kathy Weaver, Public Health 
Nurse Chapter, Joyce Darnell, ANA Delegate, Past 
President ISNA, A. Louise Hart, ANA Reference 
Committee, Past President ISNA, Janet Blossom, 
ANA Delegate, Past President ISNA (afternoon 
only), Dorene Albright, ANA Delegate, Past 
President ISNA (afternoon only).

Reviewed and updated the Strategic Plan:

Approved the March 26, 2010 Board Minutes

Discussed staff participation in the National 
Federation of Nurses

Approved format for ISNA Annual Meeting of 
the Members:

Appointed to Committee on Approval: Joyce 
Alley, 3 yrs; Suzanne Buchanan, 3 yrs; Opal 
Kathleen Porras, 1 yr.

Appointed to Task Force/Nurse Patient Safety: 
Kathy Hardin, Cindy Stone, Judy Tape, and Karen 
Werskey and IONE representation. Cindy Stone 
will chair.

Declined to endorse Long Term Care Insurance.

Received reports from President Kelly, Executive 
Director Klein, Public Health Chapter liaison 
Kathy Weaver, and Elkhart/Kosciusko Chapter 
liaison Vicky Kirkton. 

Discussed the possible recommendation to the 
Governor of a nominee for the Board of Nursing. 

ANA HOUSE OF DELEGATES: Discussed 
candidates, reference committee reports, proposed 
bylaw amendments with the ISNA Delegates. 

Editor’s Note: During 2009-10 ISNA had the 
opportunity to work with the Psychiatric Mental 
Health Nursing faculty at the Indiana University 
School of Nursing, Indianapolis. The faculty 
worked with both undergraduate and graduate 

students in reviewing data from the Indiana State 
Nurses Assistance Program’s database. Following 
are abstracts from three papers. The full reports 
can be found at www.IndianaNurses.org/isnapsite/
links.php
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Independent Study

In the United States routine childhood 
vaccination for the prevention of vaccine 
preventable disease (VPD) has been a major 
triumph of twentieth century public health efforts. 
Childhood vaccination rates across the United 
States are at all time highs. Gregory Poland M.D. 
(2007) compared the morbidity data from the pre-
vaccine era in the early 1900s to the 1980s when 
many of the childhood vaccines were available. 
He noted a 99.43% reduction in morbidity in the 
following diseases: Diphtheria, Measles, Mumps, 
Pertussis, Polio (wild), Rubella, Congenital rubella 
syndrome, tetanus and Invasive HIB disease. 

Unfortunately that has not been the case with 
adult immunization. Adult immunization efforts 
have been underfunded and overlooked throughout 
all levels of the public and private health sectors. 
Dr. Poland reports that the morbidity and 
mortality related to vaccine preventable diseases 
in adulthood is evidence of the scope of the 
problem. Each year between 50,000 and 70,000 
adults and about 300 children die from vaccine 
preventable disease or their complications. That is 
approximately a 200 fold increase in the number 
of adult deaths compared to childhood deaths. 

Burden of illness due to VPD in the United States
Fingar and Francis (1998) examined the 

economic costs as well as the morbidity and 
mortality for influenza and pneumonia. It is 
estimated that in epidemic years, influenza kills 
between 20,000 and 40,000 individuals and causes 
200,000 hospitalizations at a cost of $750 million 
to $1 billion. Pneumococcal disease accounts for 
40,000 deaths each year, with morbidity estimated 
at 500,000 cases of pneumonia, 50,000 cases of 
sepsis and 3,000 cases of meningitis. 

The third VPD with a heavy disease burden 
is Hepatitis B (HBV), due to the high morbidity 
and mortality associated with end-stage liver 
disease, cirrhosis and hepatocellular carcinoma, 
HCC. According to Lavanchy (2004) there are 
1.25 million chronic HBV carriers in the United 
States. Approximately 15-40 % will develop liver 
failure, cirrhosis or HCC. One study conducted 
in South Korea estimates the economic burden, 
with the annual societal cost coming in at $959.7 
million; 13.2 % for prevention (vaccine), 20.9 % 

The Importance of Adult Immunization
ONF-09-20-I

for indirect costs (lost productivity) and $632.3 
million to direct disease related costs. Chao (2008) 
examined the economic burden of individuals co-
infected with HBV and HIV. In the most recent 
published comparison of the cost to treat chronic 
viral infections.

HIV accounts for higher medical expenses $ 
- 4.5 billion vs. $51.4 million for HBV, annually. 
However those numbers do not take into account 
the high cost of HBV complications. HBV infection 
is the 10th leading cause of death worldwide 
and HCC is now the 5th most frequent cancer 
worldwide killing 300,000 to 500,000 people each 
year.

Although we have ample evidence that 
proves the efficacy of adult immunization in the 
prevention of VPDs, we also have ample evidence 
that we are missing the mark. The toll that is 
extracted in mortality, morbidity, lowered quality 
of life, lost productivity and medical complications 
is too high. As health care providers we must 
first educate our colleagues, other medical 
professionals and policy makers as well as our 
patients to make sure adults as well as children 
receive recommended adult immunizations.

Many adults, including some health care 
providers, underestimate the importance of adult 
immunization. Questions about vaccination 
records and immunizations are established and 
routine in the practice of pediatrics but that 
has not been the case with clinicians treating 
adolescents and adults. While this is discouraging, 
we have an ample selection of resources to 
educate us. The Centers for Disease Control and 
Prevention (CDC) is the lead agency in the United 
States. Information for health care providers 
and consumers is readily available at www.cdc.
gov/vaccines/. All educational materials on the 
CDC website are available for downloading and 
distribution. It is an authoritative resource for the 
health care community as well as the public.

The Advisory Committee on Immunization 
Practices (ACIP)

The CDC along with the Department of Health 
and Human Services (HHS) oversees the Advisory 
Committee on Immunization Practices (ACIP.) The 
ACIP is the federal agency that makes vaccine 

recommendations. The 15 member committee 
provides guidance on the control of vaccine-
preventable diseases. The Committee develops 
written recommendations for the routine 
administration of vaccines to children and adults 
and publishes updated versions in January of each 
year. Schedules are available on the CDC website 
at www.cdc.gov/vaccine/recs/schedules. 

The overall goals of the ACIP are to provide 
advice that will lead to a reduction in the 
incidence of vaccine preventable diseases in 
the United States, and an increase in the safe 
use of vaccines. Highlights of this year’s Adult 
Immunization schedule follow. 

TD AND TDAP 
Td is the tetanus diphtheria vaccine and is 

recommended as a booster once every 10 years 
for adults that show evidence of primary series 
vaccination. A primary series for adults is 3 doses 
with the first 2 being at least 4 weeks apart and 
the third 6-12 months after the second. The ACIP 
continues to recommend Td as prophylaxis in 
wound management. 

In 2005 the ACIP recommended that Tdap, 
the tetanus, diphtheria, pertussis combination 
vaccine should replace one adult booster dose of 
Td and should be considered for the Td dose in 
adolescents 11-12. Tdap should not be used for 
pregnant women but should be given during the 
immediate post partum period. Tdap is approved 
for adolescent and adults under age 65. 

Efficacy of Td and Tdap vaccines. Td-When 
used properly the vaccine is nearly 100% effective 
in preventing tetanus and at least 85% effective in 
preventing diphtheria. Tdap-Pertussis has become 
more prevalent in the United States for the last 20 
years, particularly among adolescents and adults. 
Childhood vaccination against Pertussis provides 
only 5 to 10 years of immunity, and antibiotics 
do little to affect the symptoms of Pertussis once 
coughing begins. According to Gregory Poland, 
M.D., studies show that Pertussis efficacy overall 
in adults is 92 %. 

Contraindications. Persons that experience 
encephalopathy within 7 days after administration 

Independent Study continued on page 10
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of a previous dose of diphtheria and tetanus toxoids 
and whole-cell pertussis vaccine (DTP), DtaP or Tdap 
not attributable to another cause should not receive 
future doses of a vaccine that contains pertussis. 
Individuals with progressive neurological disorder 
should not receive DtaP until the neurologic status is 
clarified and stabilized. 

HUMAN PAPILLOMAVIRUS (HPV) 
In 2006 the first HPV vaccine was licensed by 

the FDA to protect against four of the most common 
strains of HPV. HPV vaccine is recommended for 
all females aged 11 through 26 years. Three doses 
should be administered. Administer the second 
dose 2 months after the first dose. The third dose 
should be given 6 months (at least 24 weeks) after 
the first dose. Females with a history of genital 
warts, abnormal Pap tests or positive HPV DNA test 
should still be given the vaccine. Ideally HPV should 
be administered before potential exposure through 
sexual activity; however females who are sexually 
active should still receive the vaccine consistent 
with age based recommendations. 

Efficacy of HPV vaccine. According to information 
released by the CDC, Gardasil® protects against 
infection from 4 HPV types, including 2 types (HPV 
16 and 18) that cause about 70% of cervical cancers. 
In clinical trials among women who had not yet 
been infected with a specific vaccine HPV type, 
the efficacy of the vaccine was close to 100% for 
prevention of pre-cancer lesions of the cervix due to 
that type. For example, a woman who participated in 
the study and who did not have HPV type 16 before 
vaccination was afforded almost 100% protection 
against cervical pre-cancer lesions caused by HPV 
type 16. Therefore, if girls/women are vaccinated 
before their first sexual experience, Gardasil® 
should be very effective in preventing about 70% of 
cervical cancers. 

Precaution. HPV vaccine should not be 
administered during pregnancy. The vaccine has not 
been associated with adverse outcomes of pregnancy 
or with adverse effects on the developing fetus. 
However, data on vaccination during pregnancy are 
limited.

VARICELLA, CHICKENPOX
Varicella vaccine, introduced in the United States 

in 1995, is recommended for all adults without 
evidence of immunity to Varicella. Adults should 
receive 2 doses of single-antigen Varicella vaccine if 
not previously vaccinated unless there is a medical 
contraindication. The doses should be separated by a 
4 week interval. Evidence of immunity may include 
documentation of 2 doses of Varicella vaccine, 
U.S. born before 1980, history of chickenpox, and 
laboratory evidence of immunity or laboratory 
confirmation of disease. 

Efficacy of Varicella vaccine. Vaccine efficacy is 
estimated to be most commonly 80% to 85% (range 
44% to 100%) against disease of any severity and 
95% against severe disease. 

Contraindications. Women known to be 
pregnant or attempting pregnancy should not 
receive a varicella containing vaccine. Varicella 
vaccine is contraindicated for persons with 
immunocompromised conditions.

HERPES ZOSTER (SHINGLES) VACCINE
Zoster vaccine is recommended for adults aged 

60 years and older regardless of whether they report 
a prior episode of herpes zoster. Although the data 
suggests that ≤ 5% of immunocompetent adults 
have a recurrence of shingles the recommendations 
support vaccination with zoster vaccine. Persons 
with chronic medical conditions may be vaccinated 
unless their condition constitutes a contraindication. 

Efficacy of Herpes Zoster (shingles) vaccine. 
Studies show a 51% reduction in herpes zoster across 
the population that receives shingles vaccine-adults 
aged 60 and over. 

Contraindications. Shingles vaccine is not 
recommended for immunocompromised persons.

MEASLES, MUMPS, RUBELLA (MMR) 
Measles vaccine became available in 1963. MMR 

first became available in 1971. The MMRV, Measles, 
Mumps, Rubella and Varicella became available in 
2005. See the schedule for specific recommendations 
but the general recommendations is that persons 
born before 1957 are considered immune to 
measles. Adults born during or after 1957 should 
receive 1 dose or more doses of MMR unless they 
have a medical contraindication, documentation 
of 1 or more doses, or history of measles based 
on health care provider diagnosis or laboratory 
evidence of immunity. A second dose of MMR 
may be recommended for specific circumstances 
outlined in the adult immunization schedule. 
The same recommendations apply for the mumps 
component; persons born before 1957 generally are 
considered immune to mumps. Adults born during 
or after 1957 should receive 1 dose or more doses of 
MMR unless they have a medical contraindication, 
documentation of 1 or more doses, history of mumps 
based on health care provider diagnosis or laboratory 
evidence of immunity. A second dose of MMR 
may be recommended for specific circumstances 
outlined in the adult immunization schedule. 
Rubella component: 1 dose of MMR vaccine is 
recommended for women whose rubella vaccination 
history is unreliable or who lack laboratory evidence 
of immunity. For women of childbearing age, 
regardless of birth year, rubella immunity should 
be determined and women should be counseled 
regarding congenital rubella syndrome. 

Efficacy of MMR vaccine. According to the CDC, 
MMR is effective in preventing illness in 95% of 
recipients of one dose.

Contraindications. Pregnancy is a contraindication 
to receiving MMR vaccine; in addition, persons with 
immunocompromised conditions should not receive 
MMR vaccine.

INFLUENZA 
Annual immunization is recommended for all 

adults age 50 and over as well as all children age 6 
months to 18 years of age. 

All individuals with the following medical 
conditions could get this vaccine: cardiovascular 
or pulmonary disease including asthma, chronic 
metabolic diseases, including diabetes mellitus, 
renal or hepatic dysfunction, hemoglobinopathies, 
or immunocompromising conditions and any 
condition that compromises respiratory function 
or the handling of respiratory secretions or that 
can increase the risk of aspiration (e.g., cognitive 
dysfunction, spinal cord injury, or seizure disorder 
or other neuromuscular disorder): and pregnancy 
during the influenza season. 

Occupational indications. All health care 
personnel, including those employed by long term 
care and assisted living facilities, and caregivers of 
children less than 5 years old. 

Other indications. Residents of nursing homes 
and other long term care and assisted living 
facilities, persons likely to transmit influenza to 
persons at high risk (e.g., in-home household contacts 
and caregivers of children aged less than 5 years old 
and anyone who would like to decrease their risk of 
getting influenza.

Healthy, non-pregnant adults aged less than 50 
years without high risk medical conditions who 
are not contacts of severely immunocompromised 

persons in special care units can receive either 
intranasally administered live, attenuated vaccine 
(FluMist®) or parenterally administered inactivated 
vaccine. 

Efficacy of influenza vaccine. Efficacy is designed 
to prevent morbidity and mortality. The success of 
influenza vaccine is proven by a 50%-70% reduction 
in hospitalizations, 60%-85% reduction in deaths 
and 30%-70% reduction in illness.

Contraindications. Influenza vaccine should not 
be administered to persons with an allergy to egg 
proteins.

PNEUMOCOCCAL POLYSACCHARIDE (PPSV) 
This 23 valent vaccine, licensed in 1983, is 

indicated for all persons aged 65 and over. One 
dose of PPSV vaccine is recommended for this 
population.

The vaccine is also recommended for persons 
age 64 and under with chronic cardiovascular or 
pulmonary disease, diabetes mellitus, alcoholism, 
chronic liver or renal diseases, CSF leaks, cochlear 
implants, functional or actual asplenia, and 
immunocompromising conditions as well as 
residents of nursing home or other long term care 
facilities. This year the recommendations were 
expanded to include asthma and cigarette smoking 
as indications for the vaccine. 

Revaccination: One-time revaccination after 5 
years is recommended for persons with specific 
chronic medical conditions and persons who are 
immunocompromised. For persons age 65 and over 
one-time revaccination if they were vaccinated 5 or 
more years previously and were aged less than 65 
years at the time of primary vaccination

Efficacy of pneumococcal vaccine. According 
to the CDC, more than 80% of healthy adults 
who receive PPV23 develop antibodies against 
the serotypes contained in the vaccine, usually 
within 2 to 3 weeks after vaccination. Older 
adults and persons with some chronic illnesses or 
immunodeficiency may not respond as well, if at all. 

Contraindications. Persons who had a serious 
reaction to a previous dose should not receive 
another dose (such reactions are rare).

HEPATITIS A 
This vaccine licensed in 1995 is medically 

indicated for persons with chronic liver failure and 
persons receiving clotting factor concentrates. It is 
also recommended for men who have sex with men 
and persons who use illegal drugs. Other groups 
include persons working with the hepatitis A (HAV) 
virus in infected primates or with HAV in the 
laboratory setting, persons traveling to or working in 
countries with intermediate or high endemic levels 
of HAV and any person seeking protection from HAV 
infection. 

Single dose antigen Havrix® or Vaqta® is given 
in a two dose scheduled at 0 and 6-12 months. There 
is no alternate or accelerated schedule for single 
antigen Hepatitis A vaccine.

Efficacy of hepatitis A vaccine. The CDC reports 
that 95% of adults will develop protective antibody 
within 4 weeks of a single dose of Hepatitis A 
vaccine and nearly 100% will seroconvert after two 
doses. 

Contraindication. Persons who had a serious 
reaction to a previous dose should not receive the 
second dose of this vaccine. 

Precaution. Women who are pregnant should 
not receive Hepatitis A vaccine. The safety of 
this vaccine for pregnant women has not been 
determined; but there is no evidence that it is 
harmful to either the pregnant woman or fetus. 

HEPATITIS B 
Hepatitis B vaccine approved by the FDA 

since 1981 is recommended for persons with end 
stage renal disease, including patients receiving 
hemodialysis; persons with HIV infection and 
persons with chronic liver disease. It is also 
indicated for healthcare workers and public 
safety workers who are exposed to blood or other 
potentially infectious body fluids. Sexually active 
persons who are not in a long term, mutually 
monogamous relationship (e.g., persons with more 
than one sex partner during the previous 6 months); 
persons seeking evaluation or treatment for a 
sexually transmitted disease, current or recent drug 
users and men who have sex with men. 

Household contacts and sex partners of 
persons with chronic HBV infection; clients and 
staff members of institutions for persons with 

Independent Study continued from page 9

Independent Study continued on page 11
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developmental disabilities; international travelers 
to countries with intermediate or high prevalence 
of chronic HBV infection and any adult seeking 
protection from HBV infection. 

Single antigen Engerix B® and Recombivax 
HB® is given in 3 doses total with one dose each 
administered at 0, 1 and 6 month intervals. Engerix 
B® lists an alternate schedule of 0, 1, 2 and 12 
month intervals for certain travelers to high risk 
destinations. 

If using combined hepatitis A and hepatitis B 
vaccine, Twinrix® administer 3 doses at 0,1 and 6 
months: or accelerated 4 dose schedule, administered 
on days 0,7, and 21 to 30 followed by a booster dose 
at month 12. 

Efficacy of Hepatitis B vaccine. The CDC reports 
that 90% of healthy adults develop adequate 
antibody protection. However, it must be noted there 
is an age-specific decline in immunogenicity. By age 
60 years only 75% of vacinees develop protective 
antibody titers.

Contraindication. Anyone with a life threatening 
allergy to baker’s yeast or any other component of 
the vaccine should not get hepatitis B vaccine. Note: 
Pregnant women who need protection from HBV 
infection may be vaccinated.

MENINGOCOCCAL
Meningococcal vaccination is indicated for adults 

with anatomic or functional asplenia or terminal 
competent component deficiencies. In addition, 
first year college students’ living in dormitories, 
microbiologists working with Neisseria Meningitides 
isolates, military recruits, and persons who travel 
to or live in countries in which meningococcal 
disease is hyperendemic or epidemic. Vaccination is 
required by the government of Saudi Arabia for all 
travelers to Mecca during the annual Hajj.

Menactra® Meningococcal conjugate vaccine 
(MCV), licensed in 2004, is preferred for adults 
with any of the preceding indications who are 
aged 55 years or younger, although Menommune® 
meningococcal polysaccharide vaccine (MPSV) 
licensed in 1978, is an acceptable alternative. 
Revaccination with MCV after 5 years might be 
indicated for adults at increased risk for infection 
(e.g., persons residing in areas in which disease is 
epidemic).

Efficacy of meningococcal vaccine. Vaccine 
induced protection wanes over time. In 2009, 
the ACIP altered the recommendation to suggest 
revaccination for specific populations in 5 year 
intervals. 

Contraindications and precautions: Persons with 
a history of Gullain-Barré syndrome should not 
receive meningococcal vaccine unless they are at 
high risk for meningococcal disease.

General Contraindications and Precautions for all 
Vaccines

Contraindications indicate that there can 
be a risk for a serious adverse reaction. When a 
contraindication is present, vaccination should not 
take place. The contraindication that is applicable to 
all vaccines is a history of a severe allergic reaction 
after a previous dose of vaccine or to a vaccine 
component. An example would be an individual 
with a serious allergy to egg protein; that person 
should not receive influenza vaccine. Persons with 
severe immunocompromised conditions should 
not receive live, attenuated vaccines. In addition, 
pregnant women should not receive live attenuated 
vaccine due to the theoretical risk to the fetus. 

Precautions, on the other hand, generally 
indicate a temporary delay in the delivery of a 
vaccine. Precautions might increase the risk for 
a serious allergic reaction or might compromise 
the immunogenicity of a vaccine. One precaution 
common to all vaccines is the presence of moderate 
or severe acute illness with or without the presence 
of fever. 

In many instances, clinicians fail to vaccinate 
patients due to inadequate knowledge of true 
contraindications or precautions to vaccination. More 
often than not this leads to missed opportunities to 
vaccinate. Instances where it is generally appropriate 
to vaccinate include cases of diarrhea, minor upper 
respiratory tract infections (including otitis media) 
with or without fever, mild reactions to a previous 
dose of vaccine, current antimicrobial therapy and 
the convalescent phase of an acute illness. Failure 
to vaccinate persons with minor acute illnesses may 
seriously impede vaccination efforts particularly if it 

is a person whose compliance with medical follow-
up is not likely.

Persons with moderate or severe acute illness 
should be vaccinated when the condition improves, 
after screening for contraindications. 

ADVERSE REACTIONS
An adverse reaction is defined as an untoward 

effect that occurs after vaccination. They are 
generally broken down into three categories: local, 
systemic and allergic. Local reactions are the most 
frequent and least severe and include redness, pain 
and swelling at the injection site that is self-limited 
and mild. 

Systemic reactions are more generalized and 
include fever, malaise, myalgia, headache and loss of 
appetite. These symptoms are nonspecific and may 
be caused by the vaccine or something unrelated to 
the vaccine, like a concurrent viral infection, stress, 
or excessive alcohol consumption.

Allergic reactions are the third type of reaction. 
They can be severe and cause an anaphylactic 
reaction. The allergic reaction may be caused by the 
vaccine itself or a component of the vaccine. Severe 
allergic reactions can be life-threatening. They 
are rare and occur in less than one in every half 
million doses. The risk of an allergic reaction can be 
minimized by good screening prior to vaccination. 
All providers who administer vaccines must 
have an emergency protocol and supplies to treat 
anaphylaxis. 

BARRIERS TO ADULT IMMUNIZATION
Barriers to adult immunization occur at all 

levels. There are many reasons and enough blame 
to go around as to why the vaccination rate among 
adults continues to lag far behind vaccination 
rates for children. In the provider community, 
adult immunization does not appear to be a 
priority. In defense of the provider community, 
adult immunization has not been a significant 
part of medical training or medical practice. 
Unlike the pediatric culture, adult vaccination is 
not an ingrained component in the culture of the 
medical management of adult patients. Clinicians 
often do not understand the importance of adult 
immunization and due to lack of knowledge and/or 
lack of interest do not include routine vaccination in 
the care of adults.

When the standards for adult immunization 
practices were first introduced in 1990, it was noted 
that improving provider compliance would be a 
more effective way to improve adult immunization 
rates than just the attempt to influence the public’s 
knowledge of the need for and importance of adult 
immunization. Unfortunately, this recommendation 
has not been widely embraced by the medical 
community. 

Issues concerning adequate reimbursement, 
vaccine supply, the safe handling and storage 
of vaccines, vaccine inventory, indications for 
vaccination and efficacy of the vaccine are all factors 
that inhibit vaccine use in clinical practice. Until the 
culture embraces prevention over treatment we will 
continue to encounter unnecessary morbidity and 
mortality.

According to Doctor Gregory Poland, provider 
barriers include pediatric bias, ageism and politics. 
Vaccines are not just for the pediatric population; 
adults, particularly the elderly, do not have to die 
from pneumonia, a vaccine preventable disease. 
Politically, adult immunization is barely on the radar 
screen at the national level. 

At the national level, the national immunization 
program spends less than 3% of its budget on adult 
immunization. Medicare and Medicaid do not 
reimburse providers at a sufficient level and private 
insurers offer a mishmash of coverage, at best. One 
private insurer may have several different levels of 
reimbursement for the same vaccine depending on 
the product purchased by the consumer or employer 
group. We lack the legislative leadership and political 
will to change this situation. Universal coverage 
of vaccination for all individuals needs to become 
a national priority. The federal government, with 
assistance from the pediatric physician community, 
developed a successful Vaccine for Children (VFC) 
program to provide vaccinations for children. There 
is no such program for uninsured or underinsured 
adults. 

While the anti-vaccine movement has received 
much attention in recent years, it is not a new 
phenomenon. The anti-vaccine movement dates back 
to the advent of small pox vaccination. Early anti-
vaccine efforts included the ridiculous notion that 
those vaccinated against small pox would sprout a 

cow growing out of the vaccination site!
Everything from the unproven idea of pertussis 

vaccine causing SIDS to measles vaccine causing 
autism fans the flames of the anti-vaccine movement. 
The most effective tool to refute these charges is to 
continue to produce evidence through research 
that there is not a link between vaccination and the 
above named conditions. There is however, evidence 
to support the increased incidence of morbidity and 
mortality among persons that choose not to undergo 
vaccination. Recent outbreaks of measles and mumps 
in communities in the United States support this 
conclusion.

The barriers at the patient level are multifaceted; 
limited financial resources, fragmented care, lack 
of knowledge, indifference, fear, and the successful 
efforts of the anti-vaccine movement. As the CDC 
notes in “Epidemiology and Prevention of Vaccine 
Preventable Diseases,” the job of health care 
providers is to overcome obstacles or barriers to 
immunization. Barriers can be both physical and 
psychological. Physical barriers include inconvenient 
clinic hours, long waits, distances patients must 
travel and lack of a medical home. Cost is also a 
significant barrier. Psychological barriers often 
remain unrecognized and/or unspoken and include 
concerns about vaccine safety, previous unpleasant 
experiences or mild to moderate adverse reactions 
and fear of immunization. It is the health care 
provider’s responsibility to overcome these barriers 
through the dissemination of knowledge and the 
use of interpersonal skills to provide a supportive 
environment.

STRATEGIES TO IMPROVE ADULT 
IMMUNIZATION 

The Institute of Medicine (IOM) (2000) formed 
a committee to review the state and federal 
immunization program. They developed a conceptual 
framework which identified six fundamental roles of 
the national immunization system: to assure vaccine 
purchase and service delivery; to prevent and control 
infectious disease; to monitor and survey levels of 
immunization coverage and vaccine safety concern, 
especially within high risk settings; to sustain and 
improve vaccine coverage rates for child and adult 
populations; and to use primary care and public 
health resources efficiently in achieving national 
immunization goals. The nation requires a coherent 
strategy, additional funds and a multiyear finance 
plan that can help expedite the delivery of vaccine.

The Standards for Adult Immunization Practices, 
although first published in 1990, have been revised 
in an attempt to improve vaccination coverage rates 
in adults. 

Standards for Adult Immunization
Make vaccine available

Adult vaccination services are readily available.
Barriers to receiving vaccines are identified.
Patient “out-of-pocket” vaccination costs are 
minimized. 

Assess patient vaccination status
Healthcare professionals routinely review the 
vaccination status of patients.
Healthcare professionals assess for valid 
contraindications.

Communicate effectively with patients
Patients are educated about risks and benefits of 
vaccination in easy-to-understand language.

Administer and document vaccinations properly
Written vaccination protocols are available at 
all locations where vaccines are administered.
Persons who administer vaccines are properly 
trained.
Healthcare professionals recommend 
simultaneous administration of indicated 
vaccine doses.
Vaccination records for patients are accurate 
and easily accessible.
All personnel who have contact with patients 
are appropriately vaccinated.

Implement strategies to improve vaccination rates
Systems are developed and used to remind 
patients and healthcare professionals. when 
vaccinations are due and to recall patients who 
are overdue.
Standing orders for vaccinations are employed.
Regular assessments of vaccination coverage 
levels are conducted in a provider’s practice.

Independent Study continued from page 10
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Partner with the community
Patient oriented and community based 
approaches are used to reach target populations. 

The revised standards provide a concise, 
convenient summary of best practices. They 
have been widely endorsed by major professional 
organizations including the American Nurses 
Association.

As the ACIP notes in the General 
Recommendations on Immunization, there are 
benefits and risks associated with using all vaccines. 
The benefits to the individual and to society as a 
whole include partial or complete protection against 
vaccine preventable disease for the vaccinated 
person and the creation and maintenance of herd 
immunity, prevention of disease outbreaks and 
reduction in health care related costs.
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INDEPENDENT 
STUDY

This independent study has been developed 
for nurses to increase understanding about 
adult immunizations. 1.0 contact hour will 
be awarded for successful completion of this 
independent study. 

The Ohio Nurses Foundation (OBN-001-
91) is accredited as a provider of continuing 
nursing education by the American Nurses 
Credentialing Center’s Commission on 
Accreditation. 

Expires 8/2011. Copyright © 2009, Ohio 
Nurses Foundation

DIRECTIONS
1.	 Please read carefully the enclosed 

article “The Importance of Adult 
Immunization.”

2.	 Complete the post-test, evaluation form 
and the registration form.

3.	 When you have completed all of the 
information, return the following to the 
Indiana State Nurses Association, 2915 
North High School Rd, Indianapolis, IN 
46224:

A.	 The post-test;

B.	 The completed registration form; 

C.	 The evaluation form; and

D.	 The fee: ISNA Member ($15) – 
	 NON ISNA Member ($20)

The post-test will be reviewed. If a score of 
70 percent or better is achieved, a certificate 
will be sent to you. If a score of 70 percent 
is not achieved, a letter of notification of the 
final score and a second post-test will be sent 
to you. We recommend that this independent 
study be reviewed prior to taking the second 
post-test. If a score of 70 percent is achieved 
on the second post-test, a certificate will be 
issued.

If you have any questions, please feel free 
to call Zandra Ohri, MA, MS, RN, Director, 
Nursing Education, zohri@ohnurses.org, 614-
448-1027, or Sandy Swearingen, sswearingen@
ohnurses.org. 614-448-1030, Ohio Nurses 
Foundation at (614) 237-5414.

OBJECTIVES
Upon completion of this independent 

study, the learner will be able to:

1.	 Describe the immunizations that adults 
should receive.

This independent study was developed 
by: Kathy Papp, RN, MSN, The author and 
planning committee members have declared 
no conflict of interest.

There is no commercial support for this 
independent study.

Independent Study continued from page 11
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DIRECTIONS: Please complete the post-test 
and evaluation form. There is only one answer 
per question. The evaluation questions must be 
completed and returned with the post-test to 
receive a certificate.

Name: ______________________________________

Final Score: _________________________________

Please circle one answer.

1.	 Childhood and adult immunization efforts 
have been a major accomplishment in the 
last 100 years. 
A.	 True 	 B.	 False

2.	 Adolescents and adults have adequate 
protection against most vaccine preventable 
diseases. 
A.	 True 	 B.	 False

3.	 The Advisory Committee on Immunization 
Practices, the ACIP, is the federal agency that 
publishes vaccine recommendations each 
year. 
A.	 True 	 B.	 False

4.	 Vaccine Preventable Diseases (VPDs) are 
responsible for greater than 50,000 adult 
deaths each year. 
A.	 True 	 B.	 False

5.	 Which three VPDs currently cause the 
greatest economic burden to society in the 
United States?

A.	 Polio, Measles, Herpes Zoster
B.	 Influenza, Pneumonia, Hepatitis B
C.	 Diphtheria, Tetanus, Pertussis

6.	 Information on the CDC website is copyright 
protected and not available for general 
distribution. 
A.	 True 	 B.	 False

7.	 Tdap, the tetanus, diphtheria, pertussis 
vaccine, recommended for adolescents and 
adults should be given to women in the 
immediate post partum period. 
A.	 True 	 B.	 False

8.	 The ACIP no longer recommends Td, tetanus 
diphtheria vaccine, as prophylaxis in wound 
management.
A.	 True 	 B.	 False

The Importance of Adult Immunization
ONF-09-20-I

Post Test, Evaluation Form and Registration

9.	 HPV, the Human Papillomavirus vaccine is 
recommended for all females aged 11 through 
26 years. 
A.	 True 	 B.	 False

10.	 Adults without evidence of immunity to 
Varicella vaccine should receive two doses of 
single antigen Varicella vaccine. 
A.	 True 	 B.	 False

11.	 Herpes Zoster vaccine is recommended for 
adults aged 40 years and older.
A.	 True 	 B.	 False

12.	 Measles, Mumps and Rubella (MMR) is 
generally not recommended for adults born 
before 1957.
A.	 True 	 B.	 False

13.	 Annual influenza vaccination is only 
recommended for adults aged 50 and over.
A.	 True 	 B.	 False

14.	 Older adults and adults with 
immunodeficiency may not respond well to 
pneumococcal vaccine.
A.	 True 	 B.	 False

15.	 Twinrix, the combined Hepatitis A/B vaccine 
can be administered on an accelerated 4 dose 
schedule instead of the recommended 3 dose 
schedule.
A.	 True 	 B.	 False

16.	 Hepatitis A vaccine has nearly 100% 
seroconversion after two doses.
A.	 True 	 B.	 False

17.	 The national immunization program 
spends more than 10% of its budget on adult 
immunization. 
A.	 True 	 B.	 False

18.	 Barriers to adult immunization at the patient 
level include limited financial resources, 
fragmented care, lack of knowledge and fear.
A.	 True 	 B.	 False

19.	 The Institute of Medicine (IOM) developed 
a conceptual framework which identified 
3 fundamental roles of the national 
immunization system.
A.	 True 	 B.	 False

20.	 The Standards for Adult Immunization 
Practices first published in 1990 have been 
endorsed by the American Nurses Association.
A.	 True 	 B.	 False

Evaluation:
1.	 Were the following 	 Yes	 No
	 objectives met?
	 a.	 Describe the immunization
		  that adults should receive.	 	 

2.	 Was this independent study an 
	 effective method of learning?	 	 
	 If no, please comment:

3.	 How long did it take you to complete the 
study, the post-test, and the evaluation form? 

	 _________________________________

4.	 What other topics would you like to see 
addressed in an independent study

The Importance of Adult Immunization
ONF-09-20-I

Registration Form

Name:______________________________________________
(Please print clearly)

Address:___________________________________________
Street

___________________________________________________
City/State/Zip

Daytime phone number:_____________________________

_________ RN	 _________  LPN

Fee:	_________  ISNA Member ($15)
	 _________  Non-ISNA Member ($20)

Please email my certificate to: 

__________________________________________________
Email Address (please print clearly)

MAKE CHECK PAYABLE TO THE INDIANA STATE 
NURSES ASSOCIATION.

Enclose this form with the post-test, your check, and 
the evaluation and send to: 

ISNA, 2915 North High School Road,
 Indianapolis, IN 46224.

ISNA OFFICE USE ONLY

Date Received:_____________ Amount:_______________
Check No_ ________________
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ISNAP 
Conference 

September 17, 2010

Paula Davies Scimeca, MS, RN, author of 
“Unbecoming A Nurse: Bypassing the Hidden 
Chemical Dependency Trap” will present the 
keynote address at the annual ISNA’s Indiana State 
Nurses Assistance Program (ISNAP) conference. 
Registration is now available online at www.
IndianaNurses.org.

ALL TIMES EDT

8:30	 Registration

8:55	 Welcome–Barbara Kelly, ISNA President

9:00	 Addiction–A New Paradigm–
	 Richard Hinchman, MD–Addictionist 
	 Dr. Hinchman will be talking about how 

drug addiction is a brain disease. Recent 
studies have increased our knowledge of 
how drugs affect brain circuitry and how 
these factors affect human behavior. 

10:00	 Break

10:15	 Unbecoming A Nurse”–
	 Paula Davies Scimeca, 

RN, MS
	 Ms. Scimeca will be 

highlighting the innate 
and professional risk 
factors, as well as 
the measures which 
may prevent the 
development of an 
addiction in the first 
place. She will challenge us to look at our 
attitudes about nurses caught in the cross 
hairs of chemical dependency.

11:45	 Lunch

12:45	 Unbecoming A Nurse—cont. 

2:45	 Break 

3:00	 Uncovering the Secret
	 Four nurses share their stories of addition & 

recovery.

4:00	 Questions/Evaluation/Contact Hours

4:15 	 Adjournment

An application has been submitted to the Ohio 
Nurses Association (OBN-001-91), for approval of 
5.75 contact hours.

Ohio Nurses Association is accredited as an 
approver of continuing nursing education by 
the American Nurses Credentialing Center’s 
Commission on Accreditation.


